In nursing, analyses have not considered employment factors that could explain salary differences, 6 have been cross-sectional, 4 ,5 and have not been based on recent data.
The objective of this study was to examine salaries of males and females in nursing over time and to include a more recent sample.
Methods | We determined salary trends by gender using nationally representative data from the last 6 (1988-2008) quadrennial National Sample Survey of Registered Nurses (NSSRN) (discontinued in 2008). This mail, electronic, and web survey selected a state-based probability sample of currently licensed RNs from data provided by state boards of nursing with a sample size of more than 30 000 RNs per year and a response rate of approximately 60%. We also used the American Community Survey (ACS; 2001-2013), a household survey with a response rate exceeding 90%, to extend time trends to 2013 and establish that unadjusted salary differences by gender were not limited to NSSRN data. The sample consisted of full-time employed RNs working 50 or more weeks per year and 35 hours or more per week. The outcome variable of annual salary was measured continuously in both surveys. Using ordinary least-squares regression and employment information in the NSSRN, we assessed how much of the annual salary differences could be accounted for by demographic factors, work hours, experience, work setting, clinical specialty, job position, survey year, state of residence, and other factors. Analyses were performed using Stata version 13.1 (StataCorp) and a 2-tailed probability value of <.05 indicated statistical significance. The study was deemed exempt by a research ethics board.
Results | The NSSRN sample included 87 903 RNs, of whom 6093 (7%) were men, 10 253 (12%) were nonwhite, 58 757 (67%) were married, and 8681 (10%) had a graduate degree. The mean age was 42 years (SD, 10.4 years). The ACS sample included 205 825 RNs, of whom 20 616 (10%) were men, 38 482 (19%) were nonwhite, 134 938 (66%) were married, and 27 842 (14%) had a graduate degree. The mean age was 45 years (SD, 11.4 years).
Both surveys showed that unadjusted male salaries were higher than female salaries during every year (NSSRN, $10 775 [95% CI, $10 243-$11 306], P < .001; ACS, $9562 [95% CI, $9163-$9961], P < .001; Figure 1 ). No statistically significant changes in female vs male salary were found over time. Using the NSSRN, regression analysis estimated an overall adjusted earnings difference of $5148 (P < .001). Salary amounts reflect 2013 dollars and were normalized using the consumer price index. The American Community Survey outcome data were not adjusted due to the limited availability of explanatory variables. a Data from the survey is available at http://datawarehouse.hrsa.gov/data /dataDownload/nssrndownload.aspx.
The salary gap was $7678 (95% CI, $5319-$10 037; P < .001) for ambulatory care and $3873 (95% CI, $3144-$4601; P < .001) for hospital settings. The gap was present in all specialties except orthopedics, ranging from $3792 (95% CI, $802-$6781; P < .001) for chronic care to $6034 (95% CI, $4175-$7893; P < .001) for cardiology. Salary differences also existed by position, ranging from $3956 (95% CI, $2174-$5737; P < .001) for middle management to $17 290 (95% CI, $11 690-$22 891; P < .001) for nurse anesthetists (Figure 2) . The model accounted for half of the variance in salaries (R 2 = 0.46).
Discussion | Male RNs outearned female RNs across settings, specialties, and positions with no narrowing of the pay gap over time. About half of the gap was accounted for by employment and other measured characteristics. This gap is similar in magnitude to the salary differences found for physicians.
2,3
Study limitations include survey data that are subject to reporting biases and the lack of detail regarding specialties and positions in the NSSRN.
The roles of RNs are expanding with implementation of the Affordable Care Act and emphasis on team-based care delivery. A salary gap by gender is especially important in nursing because this profession is the largest in health care and is predominantly female, affecting approximately 2.5 million women. These results may motivate nurse employers, including physicians, to examine their pay structures and act to eliminate inequities. , and interaction terms of gender with work setting, clinical specialty, job position, and survey year. All continuous variables were mean centered. This model accounted for about half of the variance in salaries (R 2 = 0.46). The estimated average salary gap was $5148. Orthopedics was the only nonsignificant clinical specialty. Senior academic was the only nonsignificant job position. Survey weights were applied to make results nationally representative. Salary amounts reflect 2013 dollars and were normalized using the consumer price index. Error bars indicate 95% confidence intervals.
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COMMENT & RESPONSE
Coronary Artery Disease Screening Using Coronary Computed Tomography Angiography
To the Editor The study by Dr Muhlestein and colleagues 1 showed that routine screening for coronary artery disease (CAD) using coronary computed tomography angiography (CCTA) among asymptomatic patients with type 1 or type 2 diabetes did not reduce all-cause mortality or major ischemic cardiovascular events during the 4-year follow-up. The Detection of Ischemia in Asymptomatic Diabetics (DIAD) study already has shown similar results using adenosine-stress radionuclide myocardial perfusion imaging. 2 The DIAD study did not mandate any specific treatment plan for patients with abnormal screening test results. However, 70% of patients in the FACTOR-64 trial with mild to severe CAD after CCTA screening or with a coronary artery calcium score greater than 10 were assigned to aggressive medical therapy, including target levels of lowdensity lipoprotein cholesterol (LDL-C) less than 70 mg/dL, high-density lipoprotein cholesterol (HDL-C) greater than 50 mg/dL, triglycerides less than 150 mg/dL, glycated hemoglobin (HbA 1c ) less than 6.0%, and systolic blood pressure less than 120 mm Hg. The control group was assigned to standard care (target level of LDL-C <100 mg/dL, systolic blood pressure <130 mm Hg, and HbA 1c <7%). Despite this intensive strategy in the majority of the participants undergoing CCTA screening, no differences in outcomes were observed between groups.
However, the basis for aggressive therapy in the patients who screened positive was not clearly explained. The enrollment of participants in FACTOR-64 began on July 9, 2007, and ended May 16, 2013, and all patients were followed up until August 1, 2014. The prespecified targets of the aggressive strategy were not consistent with the literature and the standard guidelines available at the beginning of enrollment. These objectives were more intensive than those recommended for patients with diabetes and CAD by both the American Heart Association and the American Diabetes Association.
It is noteworthy that the intensive glucose control (HbA 1c level <6%) was abandoned in this study after the results of the Action to Control Cardiovascular Risk in Diabetes (ACCORD) glycemia trial 3 were available. However, the negative results of the ACCORD blood pressure trial 4 (comparing systolic blood pressure targets of 140 mm Hg vs 120 mm Hg) published 4 years before the end of FACTOR-64 did not influence the choice of blood pressure targets during follow-up.
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